MISSOURI DIVISION OF HEALTH — STANDARD CERT\FICAZE OF DEATH =63<0413861

DEPARTMENT OF PUBLIC ymu.'n-‘l AND W o 3232 STATE FILE NUMBER
DO NOT WRITE AMENDED Registration District No, __ ™ -..........Pvim-rv Registration District No. -______________Registrar's No. __ ===

ON THIS STUB

1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
a. COUNTY astate J11dno jtg county Clinton edmission
b. Ccl)‘l"!\\’ (If outside corporate limits, give TOWNSHIP only} Length of stay in b <. Col:( B Inside Limits
vown ST. LOUJIS, MISSOURI 5 Days. TOWN Centralia YK Ne O

1 c. FULL NAME OF (If NOT in hospitsl, give location) Inside Limits d. STREET .(If cutside, give location) Reside on Farm

2?,10 2.& ' T'r%sr':}{mo?f BARNES HOSPITM-' Yesl::_; No [ ADDRESS 531-} w. 2nd Yes [] No (X
* 3. NAME OF DECEASED First Middle Last 4, DATE T Menth Day Year

VS 300
Rev. 4/59

[DATE AMENDED

(A

{Type ar print) OF
OLINDA c. SPREHE DEATH MARCH 18 1263 ,
5. SEX 4. COLOR QR RACE 7. Married P+ Never Married [] 8. DATE OF BIRTH [ 9 AGE (last birthday} | IF UNDER 1 YEAR IF UNDER 24 HR
Female Whi te Widowed [ Divorced [ +/6/1898 . 6]+ Months | Days Holurs Min. -
T0s. USUAL OCCUPATION (Give kind of work dona | 10b. KIND OF BUSINESS OR (NDUSTRY| 11. BIRTHPLACE (City and siate or country) | 12. CITIZEN OF WHAY COUNTRY

Hé most offi(klng life, aven if retired} HO]'ﬂe Hoffman \ 11 . USA

t3a. FATHER S NAME 13b. MOTHER'S MAIDEN NAME 14, NAME OF HUSBAND OR WIFE

William H, Husmann C‘aroline Walker . Ben W, Sprehe

15. WAS DECEASED EVER IN U.5. ARMED FORCES 17. INFORMANT Addren St Louis Mo -

(Yes: no, or unknown)l (If yes, give war or cates of L}. Robert Sp rehe v 5210 SCthlmeyer .

18. CAUSE OF DEATH (Enter only one cause per line for [a), {b), and (). INTERVAL BETWEEN
PART |. DEATH WAS CAUSED BY: ONSET AND DEATH

immEDIaTE causk () PULMONARY EMBOLT 2-3 days
CONGESTIVE HEART FAILURE 2 years
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which gave rise to
above cause [a),
stating the under-
lying cause last
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Conditions, 1f my,] DUE TO (b}

BUE 10 (© ARTERTOSCLEROTIC HEART DISEASE 2 years

PART 1i. OTHER SIGNIFICANT CONDITIONS CONYRIBUTING TCQ DEATH but no? related to the terminal PART ill. If deceased was female was
disease condition given in PART I {a} a?a o . there a pregnancy in last 90 days.

ll:l'l'el |21No I O Unknown
19. WAS AUTOPSY [ 20a. ACCIDENT  SUICIDE HOMErlcma 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART | or PART Il of item 18.)
] a

PERFORMED?
YESQ NO[J

Foc. TAE OF  Foul  Month, Day, Year |
INJURY am, )
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MEDICAL CERTIFICATION

pam,

20d. INJURY OCCURRED 20e. ﬁLACE OF INJURY ({e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION
WHILE AT WORK farm, factory, sireet, office bidg., etc.}
NOT WHILE AT WORK (J
b1

3 I , har .
=21, | attended the deceased fmm_ﬂp.lﬁéo_——, lo_wg—and last saw pig alive on: 3/19/5:3

Death occurred at ¥ J"‘__\\ m on the date stated above, and fo the bast of my knowledge, from the causes stated.

\

22a. SW W 2§ ar ml% Y M.D. 22b, Anmzsss. ES n AL z32:/ ;.;; zgne

. ';’Sa BURTAL, CREMATION, | 23b. DATE '23\'. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town, or county) (State}

Removal ~~ | 3/21/63 | H offman - Clinton Co.-Lake Twp,,Ill

/€ - - g HIGN
MeTEHEHTTE; 2301 Larayetre, HAR 19 1063 Moad Fwrith . /1.0.

USE BLACK INK

TYPEWRITER RIBBON
SHOULD READ

BY AFFIDAVIT OF

ITEM NO.




v - P

hereby certify that the body whose name is recorded on the ¢ reverse side of this certificate was embalmed by me,

or by L ) Student Embalmer No.

working under my personal -supervision.

Student

Signature of Student Embalmer

P. O. Address

avary 1=

Y Notq.r The abbve :MUST BE SIGNED .BY THE LICEN BALMER in his OWN HANDWRITING (Failure. to comply
withthe above consiitutes grounds for revocation of Ilcense) L e T ‘., St .
I embalmed by a STUDENT, he afso shall sign in his OWN handwriting.

v 1§ thise body ns not embaimed fact should be 5o stated above TN TR \

d \...-




